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Any injury involving laceration or penetration of the diaphragm may result in herniation of abdominal contents into the thorax. Such hernias may be unrecognized at the time of injury and present years later, often as an obstruction or perforation. A case which required emergency surgery for an unrecognized diaphragmatic injury sustained eleven years previously is reported. It is suggested that follow up of conservatively managed trauma patients by chest X-ray three months after injury may yield information to allow preventive repair of a late traumatic hernia to be performed as an elective procedure.
Case report A 44-year-old woman presented with a nine-day history of colicky abdominal pain and a seven-day history of constipation and abdominal distension. Five days previously she had been seen in the Casualty Department with left upper quadrant pain, nausea and vomiting. A chest X-ray at that time showed apparent elevation of the left hemidiaphragm, and a diagnosis of left lower lobe pneumonia was made. She was treated with antibiotics and sent home, but five days later she reattended with similar symptoms. When admitted, she gave no significant past medical history. The previous findings of a left lower lobe pneumonia were still present but on this occasion the abdomen was tender, distended and hyperperistaltic. A chest X-ray and plain and erect abdominal films showed a large bowel obstruction at the splenic flexure with an apparently Figure 1 Erect chest X-ray showing splenic flexure fluid kevel in left pleural cavity raised left hemidiaphragm below which was a fluid level (Figure 1) .
At operation, the splenic flexure and greater omentum were found to have herniated through a 2 cm long defect in the posterolateral aspect of the left hemidiaphragm. The colon was viable but the omentum was necrotic and required resection. The defect was repaired and the patient made an uneventful recovery. During convalescence she admitted to having been stabbed eleven years previously; she had attended another hospital,-but had been discharged the same day with no follow up. On re-examination she was found to have a 2 cm pale scar lying posteriorly in the 8th left intercostal space.
Discussion
Traumatic diaphragmatic hernia is not uncommon and usually results from external blunt injury or penetration by a knife or missile. Such hernias may be recognized at the time of injury or may present, usually as an emergency, up to 40 years later'.
Unlike the usual sites of abdominal hernia, normal signs of incarceration and strangulation are not seen and the effects of ischaemic damage and perforation are exacerbated because of the proximity of the pleural cavity and its contents. Hegarty et al.2 described an overall mortality of 20% in delayed presentation, which increased to 80% when gangrene was present.
Unfortunately, the presence of an old traumatic diaphragmatic hernia is not easily recognized clinically. Patients may be asymptomatic, have chronic dyspeptic symptoms or may not present until obstruction or perforation occurs. Investigations that may lead to early recognition in patients with a past history of chest trauma include a plain chest X-ray, barium meal and barium enema. Of these the chest X-ray is probably of most value and may show the diaphragm to be obscured, elevated or irregular, demonstrate viscera within the thorax or show pleural fluid3. Patients with penetrating trauma managed conservatively are often discharged from follow up without late chest X-rays. The most likely explanation for a hernia not showing up immediately on chest X-ray is that the defect in the diaphragm is initially plugged by omentum, preventing subsequent healing of the lacerated edges. The negative intrathoracic pressure thus favours later herniation. Routine chest X-ray three months after trauma to the chest wall should detect the presence of resultant unsuspected herniation, allowing repair to be carried out as an elective procedure with a consequent lower mortality4.
